Gorlin et al., having a broad nasal root, widely spaced eyes and mild mandibular prognathism. An epidermoid cyst was removed from the midline of the bridge of the nose at the age of 6. This patient appears to be of normal intelligence. The family history is uninformative.
Case 3 Male, aged 23 This patient had an epithelial lesion of the fifth finger, of unknown duration, removed at the age of 11; histologically it resembled a basal cell nwvus. At the age of 17 swelling of the jaws called attention to cysts and during the next two years five operations were performed to remove them. They were related to the upper and lower molars and to the lower incisors; at least two additional microcysts about 0O8 cm in diameter were also found at one of the operations.
The first basal cell carcinoma was removed from the eyelid at the age of 19 and he now has many of these tumours on the face, especially on and around the eyelids, up to about 07 cm in diameter. This patient has a facial appearance rather similar to Case 1 except that the tumours round the eyes are conspicuous.
There is calcification of the falx and an enlarged pituitary fossa; no other skeletal abnormalities were noted.
Histology
The cysts of the jaws from these patients show well-formed, stratified squamous epithelium of even thickness and with no inflammatory changes; the basal cell layer is well defined but there is no excessive proliferation of these cells. There is a suggestion of early keratinization in the main cysts while the microcysts from Case 3 are filled with keratin so that they resemble dermoid cysts.
The skin lesion in Cases 1 and 2 has the appearance of basal cell carcinoma; none resembles socalled epithelioma adenoides cysticum (trichoepithelioma) as described by Binkley & Johnson (1951) . They could therefore be regarded as basal cell nxevi (Lever 1961) , i.e. basal cell lesions developing early in life but not showing deep invasion; active invasion may develop later, however, as Howell & Caro (1959) described and this is an additional reason for early excision.
Discussion
At the moment there is little knowledge of the nature of this disorder. Gorlin et al. (1963) consider there is evidence that the syndrome is transmitted as an autosomal dominant of poor penetrance or that there is partial trisomy of a small chromosomal segment. As to the pathology, there appears to be nothing characteristic about the individual lesions in themselves. From the practical point of view it is important to recognize this syndrome; the patient is likely to have to face many operations for the cysts of the jaws, and more of these will probably appear later. In addition the skin tumours may be troublesome or disfiguring and require repeated excision; the eye lesions may have equally serious effects. The longterm prognosis is unknown but there seems to be a possibility, though not a strong one, that sarcomatous change may develop in the jaws.
It is interesting that 2 out of 3 patients presented here have an abnormality in size or form of the pituitary fossa; it is tempting to speculate whether or not this is also a characteristic feature of the syndrome.
Hyperparathyroidism Isabelle M Thompson MB FDS RCS
Miss C D, aged 60 Referred on 26.8.63 complaining of swelling in the anterior part of the mandible, which prevented her from having a lower denture.
The patient first noticed the swelling in April 1963, but did not seek treatment until July because she had severe pain in her back which was worse on climbing stairs and her dental practitioner's surgery was on the first floor. In July 1963 her remaining lower six anterior teeth were removed under local analgesia. The sockets healed well but the swelling continued to increase in size.
History: The pain in the back started in 1936, when she was 32, and had always been worst in the region of the right sacro-iliac joint. Radiographs of pelvis and lumbar spine in 1942 revealed nothing abnormal. The pain continued and in 1958 she retired from her employment as a school teacher on account of pain and discomfort in her lower back. She had noticed loss in height On examination: She had a marked limp and kyphosis and used a stick. Examination of the neck revealed an enlarged hard nodular thyroid gland. Fig 1 shows the mandibular swelling which extended from the right molar region to the left canine region, expanding both plates, particularly the labial plate. The overlying mucosa was hypernmic. X-rays: In the occlusal view (Fig 2) is seen the marked thinning of the labial plate, with very few bony trabeculk. The striking radiological findings were marked decalcification of both iliac bones and a cystic lesion in both the right clavicle and the right tibia.
Investigations (9.9.63): Serum calcium 9*5, inorganic phosphate 4-5 mg/100 ml. Total protein 6-5 g/100 ml. Alkaline phosphatase 35 0 K-A units. Hb 72 %. ESR 6 mm in 1 h (Westergren). Urine sp. gr. 1 009, urea 1 32 g/100 ml.
Biopsy of mandible and tibia (Fig 3) (Professor M A Rushton): 'The section from the mandible could well be from a case of hyperparathyroidism but solitary lesions of similar appearance within the mandible not associated with hyperparathyroidism are not very uncommon. The section from the tibia appears to show the bony walls of an enlarging cavity in which there had been old haTmorrhage. The multiple lesions reported certainly sound more like hyperparathyroidism and possibly further chemical studies will support this.' Investigations (30.9.63-4.10.63): Serum calcium 11 -2-117, inorganic phosphate 4-1 mg/100 ml. Calcium excretion 04171 g/24 h. Barium swallow normal.
The patient was then transferred to University College Hospital. Professor C E Dent reported as follows: 'Biochemically (plasma calcium 13 0, phosphate 2-5 mg/100 ml, phosphatase 30 K-A units) she had all the signs of primary hyperparathyroidism with bone disease. There was no evidence of renal failure and this excluded the possibility of secondary hyperparathyroidism. Radiologically the X-rays were typical of the cystic kind with localized hyperparathyroidism. Her long clinical history was also typical of this form of disease.' While the patient was in hospital corneal calcification was noticed. Operation (27.11 .63, Mr D R Davies): Her neck was explored and a large parathyroid adenoma (12-2 g) found behind the right upper pole of the thyroid gland. Three further parathyroid glands were identified; they were thought to be hyperplastic on frozen section and were left in situ.
By the seventh post-operative day her total calcium had fallen to 6-4 mg/100 ml. She now had signs of tetany with positive Trousseau and Chvostek signs, and complained of severe depression and tingling of her extremities. She was treated with intravenous calcium gluconate 20 ml of 20 % twice daily and aluminium hydroxide gel 30 ml four times daily with meals. Her calcium rose to 9 0 mg/100 ml; the intravenous calcium gluconate was then stopped, and some days later the aluminium hydroxide gel was discontinued. She again complained of tetany, and after three days her calcium was 6-7 mg/100 ml. She was therefore started on dihydrotachysterol (DHT) I mg twice daily. Soon after the removal of the parathyroid adenoma the swelling of her jaw had noticeably decreased in size. One week after operation she could walk with greater ease and was almost pain free. She remarked that she could walk properly for the first time in ten years.
Follow up (10.2.64): The patient was still taking DHT 0-25 mg daily. She felt extremely well, could straighten her back, had no limp, and the swelling of the mandible had considerably decreased inl size.
Two Unusual Sublingual Cysts F Safinia BDS FDS RCS
Despite the complicated way in which the floor of the mouth develops, abnormalities of its component parts are rarely seen. Salivary glands and their excretory ducts are abundant in the sublingual region; the lesions to be described were derived from these structures. Two patients have recently presented with unusual cysts in close relationship to the papilla of Wharton's duct.
Case 1 Boy, aged 21 This child had a bluish swelling on the floor of the mouth. His mother thought the swelling had been present for six months and was constant in size; at no time had any complaint of pain or discomfort been made by the patient, who was otherwise healthy and normal.
Examination revealed a round fluctuant swelling, bluish in colour and 1 cm in diameter, situated on the left side of the lingual frenum at the site normally occupied by the orifice of the left submandibular duct (Fig 1) . As the co-operation of the patient was minimal, it was decided to perform a more detailed examination under general anesthesia and if necessary to marsupialize the cyst. The floor of the mouth was dried and although the orifice of the right Wharton's duct was clearly visible, no punctum could be seen on the left side. Milking of both ducts produced normal saliva from the right duct orifice but nothing from the region of the left duct. The top of the cyst was seized with toothed dissecting forceps and excised with a scalpel: immediately there was a gush of mucus, followed by a steady flow of clear saliva which continued for several seconds. Two days post-operatively a distinct 
